This study examines racial disparities in Child Protective Services (CPS) reporting at delivery in a county with universal screening for alcohol/drug use in prenatal care. It also explores two mechanisms through which universal screening could reduce reporting disparities: Equitable Surveillance and Effective Treatment. Equitable Surveillance is premised on the assumptions that identification of drug use through screening in prenatal care leads to CPS reporting at delivery and that Black women are screened more than White women, which leads to disproportionate reporting of Black newborns. Universal screening would correct this by ensuring that prenatal providers screen and therefore also report White women to CPS, thereby reducing disparities. Effective Treatment is premised on the idea that identification of drug use through screening in prenatal care leads women to receive treatment during pregnancy, which thereby reduces CPS reporting at delivery. Universal screening would lead to prenatal providers screening more Black women and thereby to more Black women receiving treatment prenatally. The increase in treatment receipt during pregnancy would then decrease the number of Black newborns reported to CPS at delivery, thereby reducing disparities. County data were used to compare the racial/ethnic distribution of women and newborns in three points in the system (identification in prenatal care, treatment entry during pregnancy, and reporting to CPS at delivery related to maternal alcohol/drug use) and explore pathways to treatment. Despite Black women having alcohol/drug use identified by prenatal care providers at similar rates to White women and entering treatment more than expected, Black newborns were four times more likely than White newborns to be reported to CPS at delivery. This contradicts the premise of Effective Treatment. By default, findings were more consistent with Equitable Surveillance than Effective Treatment. Providers and policy makers should not assume that universal screening in prenatal care reduces CPS reporting disparities.
Introduction
With few exceptions 1 , there is a growing consensus that universal screening for alcohol and illicit drug use should be the standard of care in prenatal care [2] [3] [4] [5] [6] [7] . However, little is known about what universal screening accomplishes either in terms of health outcomes (e.g., cessation of alcohol and/or drug use; pregnancy outcomes) or child welfare (e.g., child maltreatment; Child Protective Services (CPS) reporting). Recent systematic reviews conducted by the United States Preventive Services Task Force (USPSTF) found that research evaluating the effectiveness of universal screening during pregnancy on health outcomes was inconclusive for alcohol and did not exist for other drugs 8, 9 . Studies on alcohol not included in the USPSTF review have been similarly inconclusive [10] [11] [12] . The exceptions are the few studies of Kaiser Permanente's universal screening program, which focuses on both alcohol and drugs. These studies found improved pregnancy outcomes for women identified through universal screening who received at least one treatment visit 3, 13 . No research has been published about the relationship between universal screening in prenatal care and CPS reporting at delivery. This lack of research is significant because the relationship between screening and reporting is not obvious. On one hand, universal screening in prenatal care could increase CPS reports by placing women under increased surveillance for CPS reporting at delivery. Increased surveillance was the intent of a previous prenatal drug screening program 14, 15 . Because current policy requires CPS reporting for prenatal exposure to illicit drugs 16 , increased surveillance is also plausible today. On the other hand, universal screening in prenatal care could decrease CPS reports by supporting women to reduce their alcohol and/or drug use prior to delivery and therefore reduce the need for CPS reports.
Agencies and organizations promoting universal screening in prenatal care also argue that it will reduce racial disparities in CPS reporting at delivery [17] [18] [19] . Disparities are a concern as Black children are more likely than other children to be reported to CPS both in general and in relation to maternal drug use during pregnancy 20, 21 . There is growing attention to prenatal alcohol and drug use among Hispanic/Latina women and concern that, in general, reports of Hispanic/Latina children to CPS are rising 20, 22, 23 . However, the bulk of the research and concern about racial disparities in reporting relating to alcohol and drug use during pregnancy has focused on White-Black disparities 14, 18, 21, 24 . Yet, no published research has assessed the impact of universal screening in prenatal care on racial disparities in CPS reporting at delivery or explored the mechanisms through which universal screening in prenatal care could reduce these disparities.
Individuals and organizations suggesting that universal screening will reduce disparities rarely make explicit the logic that connects universal screening and CPS reporting disparities. Instead, they 17, 19 often cite Chasnoff et al.'s Pinellas County study 18 . In the Pinellas County study, Chasnoff et al. found that while White and Black pregnant women attending their first prenatal care visit used alcohol and drugs at similar rates, Black women were ten times more likely than White women to be reported to health authorities at delivery. Although the study was not about universal screening in prenatal care, in the discussion section, Chasnoff et al. speculate that these reporting disparities exist because prenatal care providers mostly screen, and therefore mostly identify Black women. Chasnoff et al. propose that universal screening in prenatal care will solve this reporting disparity. Their logic of how this will work is unstated, but can be reasoned as follows: Universal screening leads prenatal providers to identify more White women as alcohol and/or drug users during prenatal care; identifying more White women in prenatal care will lead providers to report more White women to CPS at delivery; reporting more White women at delivery will therefore reduce White-Black reporting disparities. While they do not use these terms, the authors essentially argue that screening for alcohol and drug use in prenatal care functions as surveillance for CPS reporting at delivery. The goal of universal screening, as proposed by Chasnoff et al. 18 is thus to make the surveillance for CPS reporting more equitable. Hereafter, this mechanism will be referred to as Equitable Surveillance (see Fig. 1 ).
Others have promoted universal screening as a way to provide effective treatment by identifying pregnant women who need alcohol and/or drug treatment earlier in pregnancy and then providing the needed treatment prior to delivery 17 . This second mechanism through which universal screening in prenatal care could reduce CPS reporting disparities at delivery will be referred to as Effective Treatment. The premise of Effective Treatment is that identifying pregnant women who need treatment and then providing treatment during the prenatal period will reduce CPS reporting at delivery. It is expected that this will especially benefit Black women who are assumed to not receive needed treatment. The following logic can be reasoned: universal screening leads prenatal care providers to identify all women who need treatment for alcohol and/or drug use; prenatal care providers will refer women to treatment during pregnancy; women who have their alcohol and/or drug use identified by a prenatal care provider through universal screening will enter treatment based on these referrals; and treatment will be effective. Following this reasoning, fewer women will be using alcohol and/ or drugs at delivery; and providers therefore will report fewer women to CPS at delivery. The Effective Treatment mechanism also assumes that there are no racial differences in either treatment entry or treatment effectiveness once women are identified in prenatal care (see Fig. 2 ). Importantly, some previous research does not support the idea that identification and referral by health care providers necessarily leads people to enter treatment 1, 25 . This contradicts a key assumption of the Effective Treatment mechanism that identification in prenatal care leads women to enter treatment during pregnancy.
Research is needed to determine whether universal screening functions as support for women, whether it functions intentionally or unintentionally as surveillance for CPS reporting, or whether it functions as both support and surveillance. This has clear implications for the ethics of prenatal screening. It also has practical implications, because the perception that identification of drug use in prenatal care leads to CPS reporting is a reason some women who use alcohol and drugs delay entry to prenatal care and skip prenatal appointments 26 . Research is also needed to understand the relationship between universal screening and CPS reporting disparities, including mechanisms underlying this relationship. Understanding these mechanisms will help determine whether screening functions as surveillance or support and provide guidance to policymakers to inform resource allocation. Studying the relationship between prenatal screening, treatment, and CPS would not be possible in a research setting, as identification of prenatal drug use in research settings is reportable only in cases of suspicion of child abuse/neglect 27 . In research settings, drug use, in and of itself, is not an indicator of child abuse/neglect. This makes this research question nearly impossible to study in research settings. To begin exploring the relationship between universal screening in prenatal care and CPS reporting disparities at delivery, this study seeks to determine:
1. whether racial disparities in CPS reporting at delivery related to maternal alcohol and/or drug use are present in a county with universal screening in most public prenatal care sites and the major private prenatal care site; and 2. whether administrative and planning data relating to identification of alcohol and drug use in prenatal care, substance abuse treatment entry during pregnancy, and CPS reporting at delivery from the county are consistent with either the Equitable Surveillance or Effective Treatment mechanism.
Methods

Study setting
This study uses data collected for administrative, planning, and quality assurance purposes between 2001 and 2007 by government agencies in a California county located northeast of San Francisco. There are approximately one million people in the county 28 . Prenatal care providers in the county who participate in the Comprehensive Perinatal Services Program (CPSP), which serves pregnant women with Medi-Cal (California's Medicaid program) 29 , have been conducting universal screening since the early 1990s using paper screens and supplemental urine tests 30 . The main private provider site in the county also conducts universal screening 3, 13 . The CPSP handbook recommends that providers offer women they identify as using alcohol and drugs health education and referrals to supportive services, including substance abuse treatment 29 . The county is racially/ethnically diverse, with a population that is 51% White, 9% Black, 22% Hispanic/Latino, and 13% Asian/Pacific Islander (API) 28 . In 2006, there were 13,565 births, a birth rate of roughly 13.6 per 1,000 population, slightly lower than the national average of 14.3 31 . Eight percent of births were to White, 32% to Black, 51% to Hispanic/Latina, and 10% were to API women. Twenty-five percent of births were to women with Medi-Cal 32 . Fewer than 10% of White women, approximately 33% of Black women, 50% of Hispanic/Latina women, and 10% of API women delivered with Medi-Cal 32 .
Data sources and study variables
This exploratory mixed methods 33 study used four non-integrated data sources to understand the system that identifies and responds to alcohol and drug use during pregnancy in the county. The 
Figure 2
Effective treatment mechanism components of the system examined in this study include prenatal health care, speciality substance abuse treatment, and CPS. Data sources include: (1) the Medi-Cal Perinatal Outcomes Project (MCPOP) database, (2) Alcohol and Other Drugs Services (AODS) Treatment (treatment entry) administrative data, (3) CPS (CPS reporting) administrative data, (4) barriers to prenatal care data (B2C).
Medi-Cal perinatal outcomes project
De-identified data from MCPOP were extracted for all women residing in the county who had their first The following variables were extracted and constructed based on a larger set of variables in MCPOP. Main study variables included current drug use (any current or past month illicit drug use); current alcohol use (any current or past month alcohol use); and race/ethnicity (White, Black, Hispanic/Latina/Latin American, Asian, Pacific Islander, Native American, Other, Unknown; both Asian and Pacific Islander and Other and Unknown race/ethnicity were combined). Women with current alcohol and/or drug use were considered "identified" as alcohol and/or drugs users by prenatal care providers. To understand demographic, psychological, social, and pregnancy-related health characteristics of the study sample, the following characteristics were examined: parity (first-time mothers versus all others); prenatal care utilization (broken appointments, entry after 12 weeks); insurance status at entry (presumptive eligibility insurance-immediate, temporary Medi-Cal for prenatal care pending formal Medi-Cal application-versus all other); partner status (married or living with a partner versus not); proxies for socioeconomic status-illiteracy, less than 12 years education, financial difficulties; current homelessness; partner/family violence (current and prior to past year); mental health problems (current or history of depression and psychiatric problems, suicidal ideation and suicide attempts); tobacco use and secondhand exposure; history of preterm delivery; prior infant demise (prior demise of an infant before the infant's first birthday); spontaneous abortion; current CPS involvement; current incarceration/probation/parole; and maternal age at entry to care. Other than maternal age, which is continuous, and race/ethnicity, which is categorical, all variables unless otherwise specified are dichotomous. In addition, a psychosocial risk scale was created using the variables described above. The scale includes eight risk categories (late/missed prenatal care; instability-presumptive eligibility insurance, partner status, homelessness; socioeconomic status; partner violence current; partner/family violence past; mental health problems; criminal justice/CPS involvement; previous poor pregnancy outcome) based loosely on those used by local health care providers and the local CPS agency. A score of 0-8 was created for each person based on the number of categories in which providers identified risk.
Alcohol and other drugs services treatment entry data (treatment entry)
Treatment entry data included the number of pregnant women by race/ethnicity who entered publicly funded substance abuse treatment in the county between 2001-2003 and 2005-2007 , and treatment referral source (including referrals from health care providers, CPS, self-referral, criminal justice, and other service providers) for the first treatment episode in a calendar year.
CPS administrative data
CPS Reporting data include race/ethnicity of newborns (infants less than 7 days old) reported to CPS between 2005 and 2007, where maternal alcohol and/or drug use was noted as a factor in the report. Tracking of maternal substance use as a factor in reports was not routine prior to 2005.
Barriers to prenatal care data B2C data consist of semi-structured interviews (n=20) and two focus groups (n=18) conducted between September-December 2006 about barriers to prenatal care for pregnant women using alcohol and drugs 26, 34 . Participants were recruited from publicly funded substance abuse treatment programs, a home visiting program, and the county Women, Infants, and Children program. Participants consisted of a racially/ethnically diverse group of pregnant and parenting women with current alcohol and/or drug use or a history of substance abuse. The race/ethnicity distribution of participants was as follows: 42% White, 18% Black, 26% Hispanic/Latina, 3% API, and 11% mixed race. Participants were primarily polysubstance users, with methamphetamine as the most common primary substance. A little more than one half (55%) had graduated from high school or received a General Equivalency Diploma. Interview and focus group guides queried women's thoughts about and experiences with prenatal care; barriers and facilitators to prenatal care for women who use alcohol and drugs; and what the health department and prenatal providers might do to motivate women who use alcohol and drugs to enter prenatal care earlier. More detail about study methods and participant characteristics is available in previously published studies 26, 34 .
Analysis
Databases were not integrated, thus multivariate analysis was not possible. To describe characteristics of the study population, two-by-two chi-square tests and ANOVAs were used as appropriate to determine racial/ethnic differences in identification in prenatal care and in demographic, psychological, social, and pregnancy-related health characteristics of women in MCPOP. Chi-square tests used Fisher's exact tests for small cell sizes.
To determine whether different racial/ethnic groups were over-or under-represented at different points in the system, the distributions of women by race/ethnicity at identification in prenatal care, substance abuse treatment entry during pregnancy, and CPS reporting relating to maternal alcohol and/or drug use at delivery were compared. Two-by-four chi-square tests of homogeneity were used to compare racial/ethnic differences in the distribution of women identified as alcohol and/or drug users in prenatal care to the racial/ethnic distribution of women entering treatment and the distribution of women reported to CPS. API and other/Native American were combined for this analysis to ensure adequate cell sizes. Among women identified as using alcohol and/or drugs through prenatal screening, there were no statistically significant differences in demographic, psychological, social, and pregnancy-related health characteristics between API and Other/Native American women, suggesting that combining the groups for analysis is appropriate. Two-by-two chi-square tests were then used to determine whether the proportion of each racial/ethnic group in treatment was greater or less than the proportion of those identified and whether the proportion of those reported to CPS was greater or less than the proportion of those identified. To compensate for data limitations and for comparability with previous research 18 , CPS reporting disparities were also calculated by comparing the percentage of newborns by race/ethnicity reported to CPS related to maternal alcohol and/or drug use to the percentage of newborns by race/ethnicity born to all women in the county. Two-by-two chi-square tests were used to test if reporting percentages differed from what would be expected if all newborns were equally likely to be reported.
Because 35 with treatment referral source data from the AODS Treatment Entry database. Qualitative B2C data were analyzed through transcription, thematic coding, individual case studies, and typologies 35, 36 .
Results
Sample description
Prenatal care providers identified 6% of pregnant women in MCPOP as current alcohol and/or drug users ( Table 1 ). The percentage of women identified varied by race/ethnicity. More White (14%) than Hispanic/Latina (2%) and Asian/Pacific Islander (3%) women were identified as alcohol and/or drug users (pG0.001). White versus Hispanic/Latina differences persisted when the comparison group of Hispanic/Latina women was restricted to women speaking English, of whom 8% were identified. There were no differences in the percentage of White and Black women identified. Prenatal providers identified fewer women as current alcohol users (1.5%) than as current drug users (5.2%), with fewer than 1% identified as using alcohol only. Compared to White women, providers identified fewer Hispanic/Latina and API women as illicit drug and as alcohol users.
Overall, women in MCPOP also faced many social, psychological, and pregnancy-related health challenges (Table 1) . About half started prenatal care after their first trimester; half had neither graduated from high school nor obtained a General Equivalency Diploma (GED); 23% had a history of family/partner violence; 24% had current or past mental health problems; 1% were involved with CPS and 1% were incarcerated or on probation or parole. Racial/ethnic groups differed in prenatal care utilization, socioeconomic status, social and psychological risk factors, and previous pregnancy outcomes. Neither White nor Black women were consistently advantaged or disadvantaged. White women appear less advantaged overall as compared to Hispanic/Latina and API women.
Women identified as using alcohol and/or drugs in MCPOP faced many additional challenges (Table 2 ). Similar to all women in MCPOP, about half of those identified entered prenatal care after their first trimester and a similar percentage had neither graduated high school nor received a GED. More women who had alcohol and/or drug use identified vs. those not identified faced these additional challenges. Close to half had past partner/family violence and a similar percentage had past or current mental health problems; more than 10% were homeless; close to 10% were CPS involved; and 7% were on probation or parole. Although many of the racial/ethnic differences that existed among all women disappeared among identified women, some differences remained. Hispanic/Latina women were slightly younger, had lower tobacco use and exposure, and had less education. Fewer White than Black women had a history of broken appointments and more White than Black women lived with a partner, entered prenatal care with presumptive eligibility insurance, and used tobacco. Two new differences emerged among identified women. A higher proportion of White women had a history of spontaneous abortion and were first-time mothers compared to Black women. Fewer API/Other women had financial difficulties, past family/partner violence, mental health problems, or tobacco use. There were no racial/ethnic differences in the number of categories of risk women faced (data not shown).
Comparison of racial/ethnic distributions of being identified, entering treatment, and reporting to CPS Hispanic/Latina women comprise 20% of women identified as alcohol and/or drug users in MCPOP. Forty-four percent of identified women were White, 25% were Black, and 10% were Table 1 Racial/ethnic differences in characteristics of women in MCPOP The distribution by race/ethnicity of newborns reported to CPS (Table 3 , column 3) also differs from the distribution by race/ethnicity of women identified in prenatal care (pG0.001). White and "Other" women make up similar proportions of those reported and identified (comparisons not statistically significant). Black women make up a larger proportion of those reported compared to those identified (pG0.001). Hispanic/Latina women make up a smaller proportion of those reported than those identified (pG0.001; significance test result not shown in Table) .
The same pattern of disparities is present when the race/ethnicity of newborns reported to CPS related to maternal alcohol and/or drug use is compared to the race/ethnicity of all births in the county (Table 4) . Fewer than 1% of White, Hispanic/Latina, and API/Other newborns were reported, while 3.5% of Black newborns were reported, respectively. White newborns were 3.5 times and 2.5 times more likely than Hispanic/Latina and API/Other newborns to be reported (pG 0.001). Black newborns were 4.1 times more likely than White newborns to be reported (pG0.001).
Treatment referral sources
Three main pathways to treatment in the perinatal period were identified: (1) identification by prenatal care providers leads to treatment entry during pregnancy; (2) CPS removes baby at delivery and then women enter treatment; and (3) self-referral by women to correct behavior they perceive as having led to previous CPS reports. Table 3 Distributions of prenatal care visits, identified AOD use, treatment entry during pregnancy, and CPS reporting a Includes both Native American and missing race; API and "Other" categories combined for analysis *** pG0.001, two-by-four chi-square tests of homogeneity compared to identified post-hoc analysis with 2×2 chi-square tests compared the proportion of each group in columns 2 and 3 to that group in column 1
While the theme of referral to treatment by prenatal providers was present, few women reported entering treatment during pregnancy based on a provider referral. Most entered treatment only after they delivered and were reported to CPS. Some women who entered treatment after being reported to CPS indicated they had been referred by a prenatal provider, but did not accept the referral at that time. Other women reported that prenatal providers did not discuss treatment with them at all. They received referrals only after they delivered and had babies removed by CPS.
"She never once gave me a referral to any kind of programs whatsoever…all the days I went to test, and, they never once referred me to a drug program, not once gave me any kind of information, didn't even attempt to, but she gave me a referral to quit smoking, twice, as a matter of fact. And, then, once I got into [delivery hospital] and had my baby, they wanted to take her from me. Right then and there."
Finally, some women self-referred. A common theme among women who self-referred was previous removal of a child by CPS. They described efforts in their current pregnancy such as entering treatment and attending prenatal care as attempts to avoid being reported to CPS again and to reunify with previously removed children. 
Discussion
This study examined the relationship between universal screening for alcohol and/or drug use in prenatal care and racial disparities in CPS reporting. Compared to Chasnoff et al.'s study, conducted in a county without universal screening where there was a tenfold difference in CPS Table 4 Percent of all newborns in the county reported to CPS related to maternal AOD use [2005] [2006] [2007] Newborns reported n (%) 18 , data from this study show much smaller reporting disparities (approximately a fourfold difference). It is possible that the smaller disparities are due to factors other than universal screening in prenatal care.
However, if the smaller disparity is due to universal screening in prenatal care, the study findings shed light on possible underlying mechanisms. Findings are less consistent with Effective Treatment than Equitable Surveillance. First, providers identify similar percentages of White and Black women in prenatal care and identify more White than Hispanic/Latina women. However, the racial/ethnic distribution of women entering treatment differs from the distribution of those identified in prenatal care. White and Black women enter treatment more than expected and Hispanic/Latina women enter treatment less than expected. If entering treatment during pregnancy reduces the need for CPS reports at delivery (Effective Treatment), rates of CPS reporting among White and Black women should be lower than among Hispanic/Latina women. However, this study shows that rates of CPS reporting of White newborns are lower than Black newborns and higher than Hispanic/Latina newborns. Thus, over-representation in treatment appears positively associated with over-representation in CPS reports. It is possible that the treatment that Black women receive reduces what would otherwise be an even higher CPS reporting rate. However, both administrative and qualitative data indicate that any possible reduction in CPS reporting due to treatment receipt during pregnancy is unlikely to be due to screening in prenatal care as data indicate that providers are not a main source of treatment referrals. It is possible that providers offer referrals and women do not follow up on them. Regardless, the data strongly suggest that a basic building block of Effective Treatment-that screening leads to treatment-is not in place. Additionally, the idea that effective treatment will simultaneously reduce CPS reporting and reduce CPS reporting disparities may be problematic. Research into reducing health disparities suggests that it is difficult to simultaneously improve population-level outcomes and reduce disparities at the same time 37 . Because Effective Treatment is not supported and reporting disparities are smaller in this county compared to Chasnoff et al.'s study 18 , an alternative explanation is needed. A plausible alternative is Equitable Surveillance. More research is needed to confirm this explanation.
In addition, more research is needed to explore other explanations for the persistence of racial disparities in CPS reporting. It is plausible that underlying racial/ethnic differences in psychological, social, and pregnancy-related health characteristics that may be evidence of structural racism may also be related to reporting disparities. However, data on racial/ethnic differences in these characteristics among women identified as using alcohol and/or drugs in prenatal care do not suggest that any one racial/ethnic group of alcohol and/or drug users (with the exception of API/other race/ethnicity women) in this sample is consistently advantaged or disadvantaged. More research is needed to determine if this is the case in other racially/ethnically diverse samples of low-income women using alcohol and/or drugs during pregnancy. However, in this case, it is unlikely that underlying racial/ethnic differences in background characteristics among pregnant women who had alcohol and/or drug use identified by prenatal care providers explain the reporting disparities. Further, provider bias in reporting of women who have drug use identified may also be a factor. For example, previous research suggests that providers may report fewer White than Black women among women using drugs at delivery 21 . Some of this may reflect bias towards Black women using drugs 21 , but it also may reflect bias towards crack-cocaine use, a substance that White women use less than Black women 38 . The results should be considered in light of some limitations. First, data provide a snapshot of a complicated system and leave out critical components, such as data on women who deliver with no prenatal care or who are seen by private providers who do not screen, both of which may contribute to CPS reporting disparities. Second, while the main private provider in the county conducts universal screening 3, 13 , their identification and treatment data are not included in this study. Because White women make up a larger proportion than Black and Hispanic/Latina women of those delivering with private insurance, if the identification data from the private provider were included, White women would comprise an even larger proportion of women identified and Black women would comprise a smaller proportion than they do in the MCPOP database. The CPS reporting data would not change. Thus, the comparison of the racial distributions of identification data (including the data from the private provider) and reporting data would be expected to show an even greater overrepresentation of Black women among those reported to CPS than among those identified through screening in prenatal care. Third, there were demographic changes between 2001 and 2006. These changes could plausibly influence shifts between 2001-2003 and 2005-2007 . The number of Hispanic/ Latina women delivering increased 1.5 times, while the numbers of White and Black women delivering both decreased by 5%. Because of the similarity in shifts for White and Black women, this change is unlikely to have influenced White versus Black comparisons, which are the central findings. Finally, it is not possible to determine if the lack of women entering treatment based on a referral from a health care provider is due to providers not making referrals or women not accepting or following up on referrals. Research is needed to determine which of these is the case, as they would require different interventions. Regardless of the source of the lack of entry based on provider referrals, the study findings suggest that screening does not necessarily lead to treatment.
This study also has a number of strengths. While there are limitations to each data source, using multiple data sources to triangulate 33 findings and multiple methods to calculate CPS reporting disparities adds weight to results. The magnitude of disparities also gives credence to the key finding that universal screening alone does not eliminate reporting disparities. Additionally, while not generalizable to all forms of universal screening, this study raises important questions about the implications of conducting universal screening in real-world prenatal care settings. Also, this study demonstrates that counties can combine multiple data sources to get a basic picture of the system that identifies and responds to alcohol and drug use during pregnancy while also highlighting specific data needs that can support future data collection efforts.
Implications for Behavioral Health
This study suggests that it is incorrect to assume that universal screening in prenatal care leads to treatment for pregnant women providers identify as alcohol and drug users. It is also incorrect to assume that universal screening alone eliminates CPS reporting disparities. A stated goal of screening in prenatal care is to increase the likelihood that women who use alcohol and drugs receive support, including during pregnancy. If this is the goal, practitioners and policymakers need to supplement screening to ensure that women (especially Black women) who have alcohol and/or drug use identified are referred to and actually receive effective treatment as well as services to meet other co-existing challenges such as homelessness and domestic violence. Ensuring that women receive treatment and services during pregnancy is a necessary pre-condition for screening to function as support and not primarily as surveillance.
